muscles, and of this she complained. The eyes were as follows: Great proptosis of each eye, equal on the two sides, so that much of the sclerotic was visible, and the eyelids correspondingly stretched. The lids and conjunctivae were otherwise natural. There was no cedema, congestion, or chemosis, and the corneae were natural. There was well-marked paresis of the right external rectus muscle, and the centre of the cornea could never be brought to the mesial line. The left external rectus was weak, but not nearly so imiarked as the right. There was slight but definite horizontal nystagmus, which disappeared on admission, but reappeared the day before death. Altitudinal motions were normal. Von Graefe's and Stellwag's signs were absent, but Dalrymple's sign (widening of the palpebral fissure) was present. The pupils were equally dilated (8 mm.), and reacted very faintly and slowly to light. The tension was nornmal and the media were clear. There was in each eye, but more mnarked in the right, the most intense choked disc and neuroretinitis accompanied by hamorrhages (some of which were becoming decolorized). In the macula of the right eye there was a somewhat stellate whitish mass of exudation. Vision was reduced to counting fingers. Examination in the wards revealed nil abnormal in neck, chest, or abdomen. The pulse was 98; bowels costive.; temperature subnormal; urine normal; and there were no tremors. Treatment consisted of mercury and iodides.
The patient continued in nmuch the same condition until May 22, when, in the early hours of the morning, she had three fits of a general convulsion order, not severe, and accompanied by slight loss of consciousness. These continued at intervals of a day or so. There was no headache or vomiting. In some of the fits there was tonic spasm of the right armn, forearm, and hand, and once or twice the fits started in the right arm. They rarely lasted nmore than a rninute. The notes then ran as follow:-June 7.-Still has fits daily, and vomiting occasionally of usual cerebral type, but no headache. Asks for glasses. Passed a round worm. June 11.-No fits since the last note and no more vomiting. Vision: hand shadows. Swelling of nerve head is less, and haemorrhages are not so evident. Pupils still widely dilated. Weakness and wasting of right upper limilb, grip on right side 10, that on left 21. Temperature subnormal.
June 29.-Proptosis and tremors as before. No vomiting or headache; is wasting.
July 12.-Fits daily for last five days. No warning of them. Loses consciousness during fit and remains unconscious for about ten minutes. Twitching begins, in some fits, at the right angle of the mouth and is accompanied by enuresis. Patient cries on recovering consciousness; does not know that she has had a fit; is becoming more drowsy.
August 7.-Patient getting more and more apathetic, and now passes urine and faeces under her. She complains of pains in the right arm.
September 1.-Removed to Friedenheim. Horizontal nystagmus again present. Died September 2 quite suddenly with asphyxial symptoms. Temperature rose to 101.20 F. before removal from wards of London Temperance Hospital on September 1.
Post-mortem, September 3. Much emaciation. Proptosis not quite so marked as before death, but still very pronounced, although the eyeballs could be pressed back into place. Convergence of each eye. No sign of separation of the cerebral sutures. On opening the cranium the meninges were natural, but there was an escape of a great quantity of intraventricular clear fluid. The ventricles were much dilated and the cerebral cortex flattened and thinned, and the tunics of the optic nerve sheath disturbed. The orbit was natural. Attached to the pia mater on the under surface of the right lobe of the cerebellum was an irregular, flattened, well circumscribed, encapsulated, very firm, pink growth about the size of a large pigeon's egg, and containing old blood-clot in the centre. It pressed upon the restiform body and medulla oblongata on the right side, dipping down so much into the foramen magnum that a piece of the tumour was left behind by the pathologist during the process of removing the brain. The whole growth appeared to have been wedged between the bony wall and the right side of the medulla.
Microscopical examiiination showed the growth to be a fibropsammoma. There was a small post-mortem clot in the right lateral sinus, far back; the other organs in the body were natural.
It is of interest to compare the salient points of the only other three cases in which exophthalmos coexisted with an intracranial growth, which was apparently the cause of this symptom.
Booth's 1 case occurred in a girl, aged 10, who suffered from headache and vomiting, with giddiness and general wasting. There was papillitis, followed by optic atrophy. The proptosis was slight, and only appeared seventeen days before death. There was paresis of the left arm and paralysis of the right sixth nerve. At the necropsy a large angio-sarcoma was found in the right lobe of the cerebellum pressing on the fourth ventricle, pushing the medulla to the left and pressing on the right crus of the cerebellum. There was marked hydrocephalus.
Van Hell's 1 case was in a soldier, aged 25, who had suffered for a month before being seen with weakness of gait, dimness of sight, and occipital headache. There was slight exophthalmos, the pupils were dilated, but reacted sluggishly. Optic neuritis was present. There was paralysis of the right side of the face and inco6rdination of the legs, with increased reflexes. Fits, with forced movements from left to right, occurred from time to time. Later there appeared ptosis on the right side, sleepiness, slo'v pulse, and incobrdination of the arms. At the necropsy there was found a growth in the superior vermiform process pressing on the left cerebellar hemisphere. Much hydrocephalus was present.
Friedeburg2 describes a case in a girl, aged 23, who had suffered for one and a half years from occipital headache and vomiting. She had exophthalmos with dilated pupils and double optic neuritis. There was a glioma the size of a chestnut attached to the under surface of the cerebellum and involving the fourth ventricle. Extreme hydrocephalus was present. In these three cases, as in the one recorded by us, the exophthalmos cannot be accounted for by local causes in the orbit, thrombosis of the cerebral sinuses, or thyroid disease, for there was no evidence of any of them at the necropsy. Exophthalmos must be, therefore, an occasional though rare symptom of a cerebral tumour. To what condition can it be due ? The cases are too few to give an opinion upon, but in all there was a tumour of the cerebellum extending towards the fourth ventricle, and probably interfering with the exit of the cerebrospinal fluid and producing hydrocephalus. This does not lessen the difficulty, as tumours in this situation are not rare and are not usually accompanied by exophthalmos, though hydrocephalus is generally present.
DISCUSSION.
Mr. HoSFORD said that when the patient first came under observation the right disc exhibited 4 mm. of swelling and the left 3 mm., so that the more marked papillitis was on the same side as the tumour. That was six weeks after the initial eye symptoms in the second week in March, when the mother ' Neurol. Centralbl., 1892, xi., p. 381. noticed that there was dimness of vision. The disc remained swollen until June 10. On July 20 the swelling was reduced to 1 mm., and on August 10 the discs were nearly flat, but there was very much puckering. There was no sign of haemorrhage nor of pigment on July 20. The eye symptoms never completely subsided until about a week before the patient died. The proptosis, he thought, was probably due to irritation of the sympathetic and not due to distension of the ventricles; he had not seen anything like it in hydrocephalus. He suggested that the sympathetic was affected by a meningitis which probably spread down the cord. He based this suggestion on the fact that in a syphilitic case which he had observed, there was much pachymeningitis about the cord and also proptosis on the right side. Dr. Paton recently, in a valuable series of 250 cases from the Queen Square Hospital, expressed his opinion that Parinaud's theory, which invoked general cedema of the brain tissues as a cause of intense choked disc, was correct. But he (Mr. Hosford) thought the cause lay in the increased subtentorial pressure due to the binding down by the tentorium of the cerebellum. In the recent Queen Square statistics the papillitis was often more marked on the side of the tumour than on the other side, but Dr. Hughlings Jackson had brought forward valuable cases in which he showed that the optic neuritis was more marked on the side opposite to the tumour.
The PRESIDENT remarked that it seemed to him that the question whether hydrocephalus itself, if of extreme degree, might not be a cause of proptosis was worthy of consideration.
Sir DYCE DUCKWORTH said that he had long held that there were cases of exophthalmos which had nothing to do with the thyroid body, and in such cases he regarded the symptoms as due to a central neurosis in the medulla.
Dr. PORTER PARKINSON, in reply, said that the hydrocephalus was extreme, although there was no evidence of it during life; and in all the other similar cases there was hydrocephalus of extreme degree. At the post-mortem examination the orbits were well explored, but there was no evidence of pressure upon the orbital plates or frontal bone.
